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The pro\ ision of the following medicall>, necessary services cannot be reimbursed except hen the? 
arc ordered or prescribed, and directed or performed within the scope of the license of a practitioner 
o f  the healing arts: laborator). and x-ra). services, family planning services and home health services 
physical therap?services will be reimbursedonly when prescribed b), a physicians Inpatient acute 
hospitalizations w i l l  be reimbursed only if the stay has been authorized. 

I2 vac 30-50- 100. 
Inpatienthospitalservicesprovided atgeneralacutecarehospitalsandfree-standingpsychiatric 
hospitals. 

A .  Enrolledproviders. 

I .  	 Preauthorization of all inpatienthospitalservices will be performed.Thisapplies to 
both generalacutecarehospitalsandfree-standingpsychiatrichospitals. n o n  
authorized inpatient services \vi11 not be covered or reimbursed by the Department of 
MedicalAssistanceServices(DMAS).Preauthorizationshall be based on criteria 
specified by DMAS. In  conjunction with pre-autorization an appropriate length of 
stay will be assignedwhenrequired, usingthecurrentHCIALength ofStay by 
Diagnosis and Operation as guidelines. 

a.  Admission review 

admissions. shall be doneto( 1 )  planned/scheduled Review prior 
admissiontodeterminethatinpatienthospitalization is medically justified. 
An initial length of stay shall be assigned at the time of this review until such 
timeasDMASgoestoaDiagnostic Related Grouping(DRG)payment 
methodology. At time, psychiatricsuch only hospitalizations w i l l  be 
assigned an initial length of stay. If the admission is for a surgical procedure 
that requires prior authorization, the hospital must ensure that the physician 
has obtained the prior authorization for the planned procedure from DMAS 
before the request for authorization of the hospital admission is made. (Refer 
to 12 VAC 30-50-140) Adverse authorization decisions shall have available 
a reconsideration processas set out below. 

admissions. shall be performed(2) unplanned/urgent Review within 
one working daytodetermine that inpatienthospitalization is medicall! 
justified. An initiallength of stayshall be assignedforthoseadmissions 
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must  

whichhave been determined to be appropriate, unt i l  suchtime as dmas 
goestoa fu l l  DRG paymentmethodolog),. Atsuchtime. only psychiatric 

shallan initial ofassigned.admissionshave length stay adverse 

authorization decisions shall have available a reconsideration process as set 

out below 


b. Concurrent Concurrentreview. review shall be done to determine t h a t  
inpatienthospitalizationcontinues to be medicallynecessary Prior to the 
expiration of the previously assigned initial length of stay, the provider shall 
be responsible authorizationfor forobtaining 	 continued inpatient 

inpatienthospitalization. If continued hospitalization is determined 
necessary, an additional length of stay shall be assigned. Concurrent review 
shallcontinue in the samemanner until thedischarge of thepatient from 
acuteinpatient hospital care.Adverseauthorizationdecisions shallhave 
available a reconsideration process as set out below. This element of review 
shall end for non-psychiatric claims with the full implementation of the DRG 
reimbursement methodology. 

C.  Retrospectivereviewshall be performedwhenaprovider is notified of a 
retroactive Medicaidpatient's eligibility for coverage. I t  shall be the 

provider'sresponsibility toobtainauthorization for covereddays prior to 
billing DMAS for these services. Adverse authorization decisions shall have 
available a reconsideration process as set out below. 

d. Reconsiderationprocess. 

requesting verbal( I )  	 Providers reconsiderationdo so upon 
notification of denial. 

process is availableproviders the reviewers(2) 	 This to when nurse 
advisetheproviders by telephonethatthemedicalinformation 
provideddoes not meet DMAS specifiedcriteria.Atthispoint,the 
provider must request by telephone a higherlevel of review if he 
disagrees with the nurse reviewers' findings. I f  higher level review is 
not requested the case will be denied and a denial letter generated to 
both the provider and recipient identifying appeal rights. 

(3) If higher level review is requested,theauthorizationrequest will be 
and tothe Managementheld in suspense referredUtilization 


Supervisor (UMS). The UMS shall have one working day to render a 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of VIRGINIA 

NARRATIVE FOR THE AMOUNT. DURATION AND SCOPE OF SERVICES 

admissions)admissiondate.Theremaybemultipleadmissionsduringthis 60 day 
period. Claims which exceed 21 days per admission within 60 days. for the same or 
similar diagnosis, and/or treatment plan, will not be authorized for payment. Claims 
which exceed 2 I days per admission within 60 days with a different diagnosis and/or 
treatment plan, will be considered for authorization. if medically indicated. Except as 
previously noted, regardless of authorization for the hospitalization. the claims will 
be processed in accordance with the limit for 21 days in a 60 day period. Claims for 
staysexceeding 21 days in a 60 day periodshall be suspendedandprocessed 
manually by DMAS staff for appropriate reimbursement. The limit for coverage of 
21 days fornon-psychiatricadmissionsshallcease when DMAS implements a Full 
DRG payment methodology. 
EXCEPTION:SPECIALPROVISIONSFORELIGIBLEINDIVIDUALS UNDER 
31 YEARS OF AGE: Consistent with 42 CFR 441.57, payment of medical assistance 
servicesshallbemade on behalf of individualsunder 21 years of age,whoare 
Medicaid eligible, for medically necessary hospitalizations in excess of 21 days per 
admission when such services are rendered for the purpose of diagnosis and treatment 
of health conditionsidentifiedthroughaphysicalorpsychological/psychiatric, 
examination. The admission and length of stay must be medically justified and pre
authorizedviatheadmissionandconcurrent or retrospectivereviewprocesses 
describedabove.Medicallyunjustifieddays in suchhospitalizationsshall not be 
authorized for payment. 

lengths5. Mandatory ofstay. 

a.Coverageforanormal,uncomplicatedvaginaldeliveryshall be limited tothe 
dayofdeliveryplus anadditionaltwodaysunlessadditionaldaysare 
medically justified. Coverage for cesarean births shall be limited to the day 
of delivery plus an additional four days unless additional days are medically 
justified. 

b. Coverage for a radicalmodified mastectomytreatmentor radical for of 
disease or trauma of the breast shall be provided for a minimum of48 hours. 
Coverageforatotalorpartialmastectomywithlymphnodedissectionfor 
treatment of disease or trauma of the breast shallbe provided for a minimum 
of24hours.Additionaldaysbeyondthespecifiedminimumsforradical. 
modified, total, or partial mastectomies may be covered if medically justified 
andpriorauthorized until  theDiagnosisRelatedGrouping methodolog!, is 
fully implemented. Nothing in this regulation shall be construed as requiring 
the coverage the physician i nprovision of inpatient where attending 
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NARRATIVE FOR THE AMOUNT, DURATION and SCOPE OF services 

consultation with the patient determines that a shorter period of hospital stay is appropriate. 

6. Coverage in freestanding psychiatric hospitals shall not be available for individuals aged 2 I through 
64. Medically necessary inpatient psychiatric care rendered in a psychiatric un i t  of a general acute 
care hospital shall be covered for all Medicaid eligible individuals, regardless of age, within the limits 
of coverage prescribed in this section and 12VAC30-50-105. 

7. 	For the purposes of organ transplantation, all similarly situated individuals will be treated alike. 
Transplant services for kidneys and corneas shall be covered for all eligible persons. High dose 
chemotherapy and bone marrow/stem cell transplantation shall be covered for all eligible persons with 
a diagnosis of lymphoma, breast cancer, or leukemia. Transplant services for liver, heart, and any 
other medically necessary transplantation procedures that are determined to not be experimental or 
investigational shall be limited to children (under 21 years of age). Kidney, liver, heart, and bone 
marrow/stem cell transplants and any other medically necessary transplantation procedures that are 
determined to not be experimentalor investigational require preauthorization by DMAS medical 
support. Inpatient hospitalization related to kidney transplantation will require preauthorization at the 
time of admission and, concurrently, forlength of stay. Cornea transplants do not require 
preauthorization of the procedure, but inpatient hospitalization related to such transplants will require 
preauthorization for admission and, concurrently, forlength of stay. The patient must be considered 
acceptable for coverage and treatment. The treating facility and transplant staff must be recognized as 
being capable of providing high quality care in the performance of the requested transplant. 
Reimbursement for covered liver, heart, and bone marrow transplant/ stem cell services and any other 
medically necessary transplantation procedures that are determined to not be experimentalor 
investigational shall be a fee basedupon the greater of a prospectively determined, procedure-specific 
flat fee determined by the agency or a prospectively determined, procedure-specific percentage of 
usual and customary charges. The flat fee reimbursement will cover procurement costs;all hospital 
costs from admission to discharge forthe transplant procedure; and total physician costs for all 
physicians providing services during the transplant hospital stay, including radiologists, pathologists, 
oncologists, surgeons, etc. The flat fee reimbursement does not include pre- and post-hospitalization 
for the transplant procedureor pretransplant evaluation. If  the actual charges are lower than the fee, 
the agency shall reimburse actual charges. Reimbursement for approved transplant procedures that are 
performed out of state willbe made in the same manner as reimbursement for transplant procedures 
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NARRATIVE FOR THE AMOUNT, DURATION AND SCOPE OF SERVICES 

performed in the Commonwealth. Reimbursement for covered kidney and cornea transplants is at the 
allowed Medicaid rate. Standards for coverage of organ transplant services are in 12VAC30-50-540 
through 12VAC30-50-570. 

8. 	In  compliance with federal regulations at 42 CFR 441.200, Subparts E and F, claims for 
hospitalization in which sterilization, hysterectomy or abortion procedures were performed shall be 
subject to review. Hospitals must submit the required DMAS forms corresponding to the procedures. 
Regardless of authorization for the hospitalization during which these procedures were performed, the 
claims shall suspend for manual review by DMAS. If the forms are not properly completed or not 
attached to the bill, the claim will be denied or reduced according to DMAS policy. 
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to  

shall suspend for manual review by DhlAS. If the forms are not properly completed 
or not attached to the bill, theclaim will be denied or reduced according to D,Ll.-ZS 
policy. 

B. NonCostReportingProviders. non-participating/out of state) 

Inpatient hospital services, when rendered by non cost reporting providers shall not 
require preauthorization with the exception of transplants as described i n  subsection 
10 below.Inpatienthospitalservicesclaims \vi11 be suspended frompaymentand 
manually reviewed formedicalnecessity as described in subsections 2- 10 below 
usingcriteriaspecified by DMAS unti l  suchtimeasDMASimplements full DRG 
payment methodology. At such time, all inpatient hospital services claims from non
cost reporting providers will suspend from payment and shall be manually r e v i e w  
formedicalnecessityoftheadmissionfor non-psychiatric hospitalstays and for 
medical necessity for the admission and length of stay for psychiatric hospital stays 
using criteria as designated by DMAS. 

- .  inpatient admissions are limited3 Medicaid hospital (lengths-of-stay) the75th 
percentile of PAS(ProfessionalActivityStudy of the Commission on Professional 
and Hospital Activities) diagnostic/procedure limits. For admissions under four days 
that exceed the 75th percentile, the hospital must attach medical justification records 
tothebillinginvoiceto be considered foradditionalcoveragewhenmedicall\. 
justified. For all admissions that exceed three days up to a maximum of 21 days, the 
hospitalmustattachmedicaljustificationrecords tothebillinginvoice.(Seethe 
exceptiontosubsectionsevenofthissection.)Inpatienthospitalservices will be 
reviewed for appropriateness of the admission andlength of stay. 

3 .  	 Cosmeticsurgicalproceduresshallnot be coveredunlessperformedforphysiological 
reasons and require DMAS prior approval. 

3 .  	 Reimbursement forinduced abortions is provided in onlythosecases in \+,hi& there 
would be a substantial endangerment to health or life of the mother if the fetus were 
carried to term. 

3 .  	 Hospitalclaims withan admissiondateprior to the first surgicaldate?regardlessof 
the number of days prior to surgery, must bemedicall!. justified. The hospital must 
write on or attachthejustification to thebillinginvoiceforconsideration of 
reimbursementfor all pre-operative days.Medicallyjustifiedsituationsarethose 

TN KO. 98-08 Approval dec . . .'.?Date 
b" - :w38 Effective Date 07-0 1-98 

Supersedes 
TN No. 97-23 



State of virginia 

NARRATIVE FOR THE amount DURATION AND SCOPE OF SERVICES 

length of stay must be medicallyjustified and preauthorized via the admission and concurrent revie\{. 
processes described in subsection A of 12VAC30-50- 100. Claims for stays exceeding 2 1 days in a 60
day period shall be suspended and processed manuallyby DMAS staff for appropriate reimbursement. 
The limit for coverage of 21 days shall cease with dates of service on or after July I ,  1998. Medicall>, 
unjustified days in such hospitalizations shall not be reimbursed by DMAS. 

EXCEPTION: SPECIAL PROVISIONS FOR ELIGIBLE INDIVIDUALS UNDER2 1 YEARS OF 
AGE: Consistent with 42 CFR 44 1.57, payment ofmedical assistance servicesshall be made on 
behalf of individuals under 2 1 years of age who are Medicaid eligiblefor medically necessary stays i n  
general hospitals and freestanding psychiatric facilities in excess of 2 1 days per admission when such 
services are rendered for the purpose of diagnosis and treatmentof health conditions identified through 
a physical or psychological, as appropriate, examination. 

I .  Mandatory lengths of stay. 

I .  	 Coverage for a normal, uncomplicated vaginal delivery shallbe limited to the day of delivery plus an 
additional two days unless additional days are medically justified. Coverage for cesareanbirths shall 
be limited to the day ofdelivery plus an additional four days unless additional days are medically 
necessary. 

2. Coverage for a radical or modified radical mastectomyfor treatment of disease or trauma of thebreast 
shall be provided for a minimum of 48 hours. Coverage for a total or partial mastectomy with lymph 
node dissection for treatmentof disease or trauma of the breast shall be provided for a minimum of 24 
hours. Additional days beyond the specified minimumsfor either radical, modified, total,or partial 
mastectomies maybe covered if medically justified andprior authorized until the diagnosis related 
grouping methodology is fully implemented. Nothing in this chapter shall be construed as requiring 
the provision of inpatient coverage where the attending physicianin consultation with the patient 
determines that a shorterperiod of hospital stay is appropriate. 

J .  	 Reimbursementwillnot be providedforinpatienthospitalization forthosesurgicalanddiagnostic 
procedures listed on the DMAS outpatient surgery list unless the inpatient stay is medically justified or 
meets oneof the exceptions. 

K. Forpurposes of organtransplantation, allsimilarlysituatedindividualswillbetreatedalike. 
Transplant services for kidneysand corneas shall be covered for all eligible persons. High dose 
chemotherapy and bonemarrow/stem cell transplantation shall be covered for all eligible persons with 
a diagnosis of lymphoma, breast cancer, or leukemia. Transplant services for liver, heart, and any 
other medically necessary transplantation procedures that are determinedto not be experimental or 
investigational shall be limited to children (under 21 years of age). Kidney, liver, heart, bone 
marrow/stem cell transplants and any other medically necessary transplantation procedures thatare 
determined to not be experimental or investigational require preauthorization by DMAS. Cornea 
transplants do not require preauthorization. The patient must be considered acceptable for coverage 
and treatment. The treating facility and transplant staff mustbe recognized as being capable of 
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I O .  	 For purposes of organtransplantation, all similarly situated individuals \\ i l l  be treated 
alike.Transplantservicesfor kidneys and corneasshall be covered for 311 eligible 
persons. High dose chemotherapy and bone marrow/stem cell transplantation shall be 
covered foralleligiblepersonswith adiagnosisof lymphoma or breast cancer. 
Transplant services for liver, heart, and any other medicall). necessary transplantation 
procedures that aredeterminedto not be experimentalorinvestigational shall be 
limitedto of Kidney, liver, andchildren (under 21 yearsage). heartbone 
marrow/stem celltransplantsandanyothermedicallynecessarytransplantation 
proceduresthataredetermined to not be experimentalorinvestigationalrequire 
preauthorization by DMAS. Cornea transplants do not require preauthorization. The 
patientmust be consideredacceptable for coverageandtreatment.Thetreating 
facilityandtransplantstaffmust be recognized as being capable of providing high 
qualitycare i n  theperformanceoftherequestedtransplant.Reimbursementfor 
covered liver.heartandbonemarrow/stemcelltransplant services and anyother 
medically transplantation that determinednecessary procedures are to not be 

investigational a upon the ofexperimental or shall be fee based greatera 
prospectively determined, procedure-specific flat fee determined by the agency or a 
prospectivelydeterminedprocedure-specificpercentage of usualand customary 
charges. The flat fee reimbursement will cover: procurement costs; all hospital costs 
from admission to discharge for the transplant procedure; total physician costs for all 

providing duringtransplant stay,physicians services the hospital including 

radiologists,pathologists,oncologists,surgeons,etc. t h e  flatfee does not include 

pre- and post-hospitalization for the transplant procedure or pre-transplant evaluation. 

If the actual charges are lower thanthe fee, the agency shall reimburse actual charges. 

Reimbursement for approved transplant procedures that are performed out of state 

will be made in thesamemannerasreimbursement for transplantprocedures 

performed in theCommonwealth.Reimbursement for coveredkidneyandcornea 

transplant is at the allowed Medicaid rate. Standards for coverage of organ transplant 

services are in I7VAC 30-50-530 through 12VAC30-50-570. 


1 1 .  Coverage of observationbeds. reserved 

17. 	 I n  compliance w i t h  federalregulationsat 42 CFR441.200.Subparts E and F, claims 
forhospitalization in whichsterilization. hysterectomy or abortion procedures \\ere 
performed, shall be subject to review of the required DMAS forms corresponding to 
thebeforementionedprocedures.Theclaimsshallsuspend for manual review b), 
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